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8.6; P < .01). The study included 255 vascular surgical patients, of whom
47 (18.4%) had moderate troponin elevations and 22 (8.6%) had troponin
elevations $0.60 mg/L; overall indicating 27% of vascular surgical patients
had a postoperative troponin elevation.
Comment: The authors obviously found a strong association between
postoperative myocardial injury as indicated by troponin elevations and
death in noncardiac surgery patients. They are not the ﬁrst to make this
observation but, importantly, point out that the magnitude of troponin
elevation postoperatively can be used to further stratify risk of postoperative
mortality. However, it remains to be determined whether there is a causal
relationship between troponin elevation and mortality and whether patients
with troponin elevations postoperatively would possibly beneﬁt from more
intensive postoperative cardiovascular treatment than those without
troponin elevations. One could argue virtually all atherosclerotic vascular
disease patients are at high cardiovascular risk.
Transfer of Patients With Suspected Acute Aortic Syndrome
Aggarwal B, Raymond C, Jacob J, et al. Am J Cardiol 2013;112:430-5.
Conclusions: Patients with acute aortic syndrome (aortic dissection)
can be safely transferred to specialized centers for deﬁnitive treatment.
Summary: Morbidity and mortality of patients with acute aortic
dissection remains high, especially within the ﬁrst 24 hours. Most patients
with acute aortic dissection present to a community hospital and will be
transferred to a specialized center. The authors performed an evaluation
of their aortic network to analyze performance in transport and care of
patients with acute aortic dissection during the transfer interval. From
March 2010 to June 2012, 263 consecutive patients with suspected acute
aortic dissection were transferred to a specialized unit: 47 transfers were
by ambulance, 196 by helicopter, and 20 by ﬁxed-wing jet. Transfers
went directly to a coronary care unit, bypassing the emergency department.
The transfer mortality rate was 0%, and the in-hospital mortality rate was 9%
(n ¼ 23). Initial systolic blood pressure and heart rate at the time of the
arrival of the transfer team to the referring hospital was compared with those
on arrival to the coronary care unit. Median transfer distance was 66 km
(interquartile range, 24-119 km). Median transfer time was 87 minutes
(interquartile range, 67-114 minutes). Signiﬁcant reductions in systolic
blood pressure were achieved by the transfer team, from 142 6 29 to
132 6 23 mm Hg (mean difference in systolic blood pressure, 10 mm
Hg; 95% conﬁdence interval, 7-14 mm Hg; P < .001). Heart rate was
also signiﬁcantly reduced, from 78 6 16 to 75 6 16 beats/min (mean
difference in heart rate, 3 beats/min; 95% conﬁdence interval, 1-4 beats/
min; P < .0001).
Comment: These data and those of Harris et al (Harris KM et al, Circ
Cardiovasc Qual Outcomes 2010;3:424-30) argue for the establishment of
aortic networks that can provide regionalization of care of patients with
complex aortic disease. The data show that it is possible to transfer patients
with acute aortic dissection safely and in fact improve their hemodynamic
status during the transport period. Establishment of aortic centers and
networks for complex acute pathology has the potential to improve the
care of thousands of patients with aortic disease.Endovascular vs Open Repair of Renal Artery Aneurysms: Outcomes of
Repair and Long-Term Renal Function
Tsilimparis N, Reeves JG, Dayama A, et al. J Am Coll Surg 2013;217:
263-9.
Conclusions: Endovascular repair of a renal artery aneurysm (RAA)
can be as safe and effective as open repair in selected patients with appro-
priate anatomy.
Summary: Many vascular surgeons consider a RAA >2 cm in diam-
eter appropriate for repair. There are, however, no solid recommendations
for the indication for RAA treatment or method of treatment. Small clinical
series and case reports have suggested the safety and efﬁcacy of endovascular
treatment of RAAs. In this study, the authors compared early outcomes,
reinterventions, and long-term renal function in patients with an RAA
treated with open repair or endovascular repair. This was a retrospective
review of patients with RAA treated between 2000 and 2012 at a single
institution. Comparisons were made for morbidity, mortality, freedom
from reintervention, and renal function between those treated with open
repair and endovascular repair. There were 44 RAA repairs in 40 patients
(28 women). The mean age was 54 6 13 years. Open repair was used in
20 RAAs (45%) and endovascular repair in 24 (55%). Mean aneurysm sizes
were 2.5 6 1.5 cm for open repair and 2.2 6 2.2 cm for endovascular repair
(P ¼ .66). Methods of endovascular repair included coil embolization, with
or without stent placement, in 19 patients (79%) and stent grafts in 4 (17%).
Open repair was excision or aneurysmorrhaphy of the aneurysm in 11
kidneys (55%), graft interposition or bypass in four (20%), and nephrecto-
mies in four (20%). One technical failure occurred in each group. Comor-
bidities were similar between the two groups. Endovascular repair and
open repair had equivalent perioperative morbidity (any complication:
open repair, 15%; endovascular repair, 17%; P ¼ 1.0). There was no
mortality in either group. Endovascular repair was associated with shorter
hospitalization (2 6 3.4 vs 6.3 6 2.5 days; P < .001). Mean follow-up
was similar, at 21 6 13 months for open repair and 27 6 36 months for
endovascular repair. A 30% reduction in the glomerular ﬁltration rate
occurred in 12.5% of the open repair patients and in 9.1% of the endovascu-
lar repair patients (P ¼ 1.00). Freedom from reintervention at 12 and 24
months was similar between the two groups, at 82% and 82% for open repair
vs 82% and 74% for endovascular repair (log-rank test ¼ 0.23).
Comment: The data suggests equal safety and morbidity for repair of
RAAs with open vs endovascular techniques. However, it is unlikely the
same spectrum of anatomy of RAA was treated in the two treatment
cohorts. In the open repair group, more aneurysms appeared to be near
the hilum of the kidney than in the endovascular repair group (50% vs
27%). The open repair group was also complicated by some patients who
were hemodynamically unstable while undergoing a repair of a ruptured
RAA and two additional patients who had attempted treatment of arterial
anatomy that may very well have precluded reconstruction. The authors
also had no information on split-renal function in the two treatment
cohorts. What the data really suggest is that it is possible, in selected cases,
to treat RAA with endovascular techniques. Concluding the two techniques
are equally safe and equally efﬁcacious given the limitations of patient selec-
tion, follow-up time, and follow-up methods is, however, probably not
appropriate.
